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DECLARAIOT{ by APPUCAT{T: i{ra<6 ERr dqqr vr:

1) I hereby confirm that gll details in this Form are True to tie besl of my knowtedge. Any lalse staternent rvill render my Applkatbn & ongoing assistance, if any.

liable for rejectiorvcancellatim.

Zt i sof"rnffipnnr. tfrd assistance. if received trom Koshika Foundation, 
'ivill 

be used only for the 'purpose', as staH in Slis Forh, for whi.h such assistanca

was requested by me.

SiinJ,.ioi*,rnri, na I have not & wilt not in fulure, avail of reimbuEement, in part or in tull. from any other source/employ€r/insuranca companv, of the amount

br which this assistance is requested.
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AGREEMENT bY (isr+<6 Em 6m)

1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium. including but not limited lo verbal, print, electronic' fo,

activities/achievemenls. Such use ot my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of lhe 'purpose', for which such assistance is requested/granted, lh.ough any

soliciting donations for Koshika Foundation and/or disseminating information about it's

made by Koshika Foundalion before or after my treatment or fulfilment of the "purpose"

lor which asslstance is being requested.

2) I (Appllcant) further agree that any such use of my name, address, photo & dstails of the 'purpose', for which such assistanc€ is requested/granted,

witt not automiticatty enti e me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistance will .est solely

with the Trustees of Koshaka Foundalion, and th€ir decision is this r€gard will bo final and gcceptable to m9.
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By affixing hereunder, signafure ol our Authorised Signatory for recommending this c€se/patient lor financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following

1) that we neither are presently nor will in luture avail ol financial assistance lrom another NGO or any other sourc6, for the same patient/cas€, as we are

requesting to gel lrom Koshika Foundation, to the extent that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation. in part or in tull , then lhe Hospital reserves it's right to make up th€ shortlall f.om another NGO or any othsr source. This

confirmalion essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source

2) The assislance trom Koshika Foundation is only financial in nature

patient, is based on the arangement between the patienl & the Hosp

The choice of the treatmenuprocedure advised/conducted by the Hospital on the

ital, and is in no way influenced by Koshika Foundation. Hence, the Hospilslwill

assume sole & complele responsibility of the treatment E it's outcome & safety of the patignt, and Koshika Foundation will have no role or .esponsibility

in the matter

6qt qk{a, Ewqt 61 oft d qrd,t ft Et "6tfrr6r qre*n" d tqfdc Rtr[dr i{ nsslftfl d rre *, fiil tq (rsRrf,) f<e mn d qr=q q {<t6R 6{t

rymfeaalE-drnqt?*qiqq{frFdqwrrmffirR{1610*tarr{ffirr<Etdi3qrttnrreildtqlddt,+ifrtci"sifrr*Isr-*n'
fimrRnffi s< dqeq { "qlRrer src*r<" m r<*gf* tr fi'elEra $r{*|lr'Eru ([r{ ffi qfir6,46'€ tg rd{ Td f{'qr q td EI{tr a

ffi rq lk srqrt rirqr q ffi qq r-qrm t snqm +i 6r qtrdR g{fr( rsdr tr w 1& { ee eu unr I fr lrwdrs Qdc q<( 3fi t'iqTd t( ffi
itr wori risr qr ffi rre rrvl t qA dmrdfir

:. "ctirdr vE-d.ffi" t d d {tr{dr +rd fsfdq rtfr +1 tr tfi q{ rqars m d 'r{ sHE cr H'rt Etrslvltfl fi 3{s ttn qd Eq R

d dq or tccq t qtr "ctRrqr vrr*sn" gm frrd mn m cli <<rc rfl lr rsH f,Fdrd { tt d aan gm qh qd cli 61 slt FIffi tt qs trmta

d rhi !qt{'6tftr6r" +1 qii [toor q ftffi rs qwd { cd *,frr

APPLICAN]'S SIGNATURE

qr+.* 6 F6ffi{ ll .{,fi d
OR LEFT THUMB IMPRESSION

f{rr

AGREEIiIENT by HOSPIAL (t{Tdm d(I 6m)

RECOI,tMENOED FOR ACCEPTENCE

ff+rdqffi(

&nv3v5

Date o( Surgery

iri.{tYn 61 irfrs t{\

q

avar
o

,vlr. Lakshmipathi N

d 16/lrl. ThiffirEi5riRffi Bed Area

Signatory

(A unit o{

qrnt'6 3!d,r i(|l$1, sllPtHrKA UNDATIOI'I

SIGIIIAIURE ol TRUSTEE 1

<rfr rwil r

SlGi{ATURE ofTRUSTEE 2

qrd E6m z

23.09.2022

4-F


